A previous report of two similar cases of urticaria controlled by warfarin did not include a placebo challenge.' Our case differed from those cases in that we had to keep the prothrombin time within the therapeutic range.
Hypokalaemia during anaesthesia may cause cardiovascular instability and arrhythmias and adversely affect muscle activity. I report on a 16 year old girl who required emergency appendicectomy but was found to be hypokalaemic as a result of a weight reducing regimen that included thiazide diuretics.
Case report
A 16 year old girl was admitted with acute appendicitis. She did not have a history of diarrhoea or vomiting. General questioning elicited that eight months before admission, and without her general practitioner's knowledge she had started taking a strict reducing diet and treatment (phentermine 15 mg daily and an unlabelled white tablet for "water") prescribed by a private clinic. Her weight had decreased from 69 kg to 53 kg in two months but returned to 69 kg after school examinations and parties caused a break in the regimen. Two weeks before admission she had restarted the regimen, and on admission her weight was 59 kg.
Routine blood investigations showed hypokalaemia (serum potassium concentration 2-9 mmol/l; normal range 3-5-5*0), and operation was deferred owing to the possibility that the anaesthetic might precipitate a dangerous cardiac arrhythmia. To improve the serum potassium concentration in the short term 27 mmol potassium chloride was infused intravenously over 90 minutes under electrocardiographic monitoring, and this raised her serum potassium concentration to 3 5 mmol/l. A further 13-5 mmol was given before anaesthesia, and 5 mmol potassium in one litre of compound sodium lactate intravenous solution was given during the operation.
Anaesthesia was induced with thiopentone sodium; maintained with nitrous oxide, oxygen, and isoflurane; and supplemented with fentanyl. Muscle relaxation was by suxamethonium chloride and vecuronium. Anaesthesia was uneventful, no cardiac arrhythmias being recorded during continuous monitoring.
The serum potassium concentration two hours after operation was 3 2 mmolUl. A further 27 mmol potassium chloride was infused over eight hours, after which the serum concentration was 3-1 mmol/l. Intravenous supplements were continued until oral potassium salts could be started. Before discharge a serum potassium concentration of 4-2 mmol/l was maintained without supplementation, indicating that most of the total potassium in the body had been restored.
Comment
Patients with hypokalaemia may require an increased dose of depolarising muscle relaxant during anaesthesia,' while the action of non-depolarising relaxants is enhanced. Reversal with neostigmine is less predictable,' 2 and the risk of inadequate reversal or recurarisation is compounded in the out of hours emergencies. Intermittent positive pressure ventilation during anaesthesia increases intrathoracic pressure and causes a drop in blood pressure, which normally recovers with the resumption of spontaneous breathing. In hypokalaemic patients, however, this return to normal may not occur. The patients are also more likely to develop and less able to deal with postoperative hypotension.3
In hypokalaemia the myocardium is thought to become more susceptible to arrhythmias owing to increases in automaticity, conductivity, and excitability. It 
